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Sigrid S. McCawley, Esq. 
Email: smccawley@bsfllp.com 


March 8, 2016 


Dr. Steven W. Olsen, M.D. 


Re: Virginia Giuffre 
Dear Dr. Olsen: 


This Firm represents the above-named individual. Please provide us with all medical 
records, including, but limited to, progress notes, reports of tests and test results, billing 
information, and patient files pertaining to our client. Please make sure to include records detailing 
our client's current medication/prescriptions. 


Please advise me if there are any fees for copying her records. In addition, it is necessary 
that we receive records and reports as soon as possible. 


Enclosed is an authorization form executed by our client authorizing you to release this 
information to this Firm. Please forward all documents to my attention at Boies, Schiller & Flexner 
LLP, 401 East Las Olas Boulevard, Suite 1200, Fort Lauderdale, FL 33301. 


We appreciate your cooperation in this matter. If you have any questions, please contact me 
at 954-356-0011. 


Sincerely, 






Sigrid S. 
SSM/ep 
Enclosure 


WWW.BSFLLP.COM 


Case 1:15-cv-07433-LAP Document 1198-9 Filed 01/27/21 Page 3 of 32 


Authorization to Disclose Protected Health Information 


Name: Virginia Roberts, Virginia Giuffre 


Address: 


Date of Birth: [I 


Soc. Sec. # 











I hereby authorize the use and/or disclosure of my protected health information as 
described in this authorization. 


1. Specific person/organization (or class of persons) authorized to provide the 
information: 
2 Specific person/organization (or class of persons) authorized to receive and 


use the information: 


Sigrid S. McCawley, Esq. 
Boies, Schiller & Flexner LLP 
401 E. Las Olas Blvd., Suite 1200, Ft. Lauderdale, FL 33301 


Ja Specific description of the information: Complete medical record from 
inception of treatment to present, including, but not limited to, all of my office medical 
records, hospital medical records, patient information sheets, questionnaires, x-rays, other 
diagnostic studies and laboratory tests, emergency room records, out-patient records, 
consultation records, therapy records, and all other in-patient or out-patient hospital 
notes, charts, documents, all personal notes and all billing records. 


4. Specific purpose for the use and/or disclosure of the protected health 
information: At my request in connection with litigation pending in the County District 
Court. 


5. I understand this authorization will expire, without my express revocation, 
one year from the date of signing, or if | am a minor, on the date I become an adult 
according to state law. I understand that I may revoke this authorization in writing at any 
time except to the extent that action has been taken based on this authorization. I 
understand that revocation will not apply to information that has already been released as 
specified by this authorization or to my insurance company when the law provides my 
insurer with the right to contest a claim under my policy or the policy itself. 


6. I understand that the medical information released by this authorization 
may include information concerning treatment of physical and mental illness, 
alcohol/drug abuse and past medical history. 
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7. I understand that after this information is disclosed, federal law might not 
protect it and the recipient might disclose it. 


8, I understand that I am entitled to receive a copy of this authorization. 


> I understand that I may refuse to sign this authorization and that my refusal 
lo sign will not affect my ability to obtain treatment from the above-named medical 
provider. 


10. Photocopies of this authorization are to be wiven the same effect as the 


original. N 


March 8u 201b 


Date 
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After printing this label: 

1. Use the 'Print' button on this page to print your label to your laser or inkjet printer 

2. Fold the printed page along the horizontal line. 

3. Place label in shipping pouch and affix it to your shipment so that the barcode portion of the label can be read and scanned. 


Warning: Use only the printed original label for shipping. Using a photocopy of this label for shipping purposes is fraudulent and could 
result in additional billing charges, along with the cancellation of your FedEx account number. 

Use of this system constitutes your agreement to the service conditions in the current FedEx Service Guide, available on 
fedex.com.FedEx will not be responsible for any claim in excess of $100 per package, whether the result of loss, damage, delay, non- 
delivery,misdelivery,or misinformation, unless you declare a higher value, pay an additional charge, document your actual loss and file a 
timely claim.Limitations found in the current FedEx Service Guide apply. Your right to recover from FedEx for any loss, including intrinsic 
value of the package, loss of sales, income interest, profit, attorney's fees, costs, and other forms of damage whether direct, 
incidental,consequential, or special is limited to the greater of $100 or the authorized declared value. Recovery cannot exceed actual 
documented loss.Maximum for items of extraordinary value is $1,000, e.g. jewelry, precious metals, negotiable instruments and other 
items listed in our ServiceGuide. Written claims must be filed within strict time limits, see current FedEx Service Guide. 


https://www.fedex.com/shipping/html/en//PrintIFrame. html 3/8/2016 
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Sigrid S. McCawley, Esq. 
Email: smecawley@bsfllp.com 


March 28, 2016 


Dr. Mona Devanesan, M.D. 


Re: Virginia Roberts Giuffre 
Dear Dr. Devanesan: 


This Firm represents the above-named individual. Please provide us with all medical 
records, including, but limited to, progress notes, reports of tests and test results, billing 
information, and patient files pertaining to Virginia Roberts. Please make sure to include records 
detailing our client's current medication/prescriptions. 


Please advise me if there are any fees for copying her records. In addition, it is necessary 
that we receive records and reports as soon as possible. 


Enclosed is an authorization form executed by our client authorizing you to release this 
information to this Firm. Please forward all documents to my attention at Boies, Schiller & Flexner 
LLP, 401 East Las Olas Boulevard, Suite 1200, Fort Lauderdale, FL 33301. 


We appreciate your cooperation in this matter. If you have any questions, please contact me 
at 954-356-0011. 


Sincerely, 





SSM/ep 
Enclosure 


WWW .BSFLLP.COM 
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Authorization to Disclose Protected Health Information 











Name: Virginia Roberts, Virginia Giuffre 

Address’ ; i = 

Date of Rirth: aa Steeles soem = 
Soc. Sec. # a 





IL hereby authorize the use and/or disclosure of my protected health information as 
described in this authorization. 


1. Specific person/organization (or class of persons) authorized to provide the 
information: 


use the information: 


2. Specific person/organization (or class of persons) authorized to reccive and 


Signd S. McCawley, Esq. 
Boies, Schiller & Flexner LLP 
401 £. Las Olas Blvd., Suite 1200, Ft. Lauderdale FL 33301 


ae Spceific description of the information: Complete medical record from 
inception of treatment to present, includuiy, but not limited to, all of my office medical 
records, hospital medical records, patient information sheets. questionnaires, x-rays, other 
diagnostic studies and laboratory tests, emergency room records, out-patient records, 
consultation records, therapy records, and all other in-patient or out-patient hospital 
notes, charts, documents, all personal notes and all billing records. 


4. Specific purpose for the use and/or disclosure of the protected health 
information: At my request in connection with litigation pending in the County District 
Court. 


5, I understand this authorization will expire, without my express revocation, 
one year from the date of signing, or if Tam a minor, on the date I become an adult 
according to state law. F understand that F may revoke this authorization in writing at any 
time except to the extent that action has been taken based on this authorization. 1 
understand that revocation will not apply tu information that has already been released as 
specified by this authorizauon or to my insurance company when the law provides my 
insurer with the right to contest a claim under my policy or the policy itself. 


6. I understand that the medical information released by this authorization 
may include information concerning treatment of physical and mental illness, 
alcohol/drug abuse and past medical history. 
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Sigrid S. McCawley, Esq. 
Email: smecawley@bsfllp.com 


April 5, 2016 





Re: Virginia Giuffre/Virginia Roberts 
Dear Dr. Donohue: 


This Firm represents the above-named individual. Please provide us with all medical 
records, including, but limited to, progress notes, reports of tests and test results, billing 
information, and patient files pertaining to our client. Please make sure to include records detailing 
our client's current medication/prescriptions. 


Please advise me if there are any fees for copying her records. In addition, it is necessary 
that we receive records and reports as soon as possible. 


Enclosed is an authorization form executed by our client authorizing you to release this 
information to this Firm. Please forward all documents to me in the enclosed FedEx return 
envelope provided for your convenience. 


We appreciate your cooperation in this matter. If you have any questions, please contact me 
at 954-356-0011. 


Sincerely, 











Sigrid $. MéCawley 
SSM/dk 
Enclosures 


WWW.BSFLLP.COM 
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Authorization to Disclose Protected Health Information 








Name: Virginia Roberts, Virginia Giuffre 

Address: E E 
Date of Birth: P| 

Soc, Sec. # 





I hereby authorize the use and/or disclosure of my protected health information as 
described in this authorization. 


k Specific person/organization (or class of persons) authorized to provide the 
information: 
a Specific person/organization (or class of persons) authorized to receive and 


use the information: 


Sigrid S. McCawley, Esq. 
Boies, Schiller & Flexner LLP 
401 E. Las Olas Blvd., Suite 1200, Ft. Lauderaale, FL 33301 


3 Specific description of the information: Complete medical record from 
inception of treatment to present, including, but not limited to, all of my office medical 
records, hospital medical records, patient information shects, questionnaires, x-rays, other 
diagnostic studies and laboratory tests, emergency room records, out-patient records, 
consultation records, therapy records. and all other in-patient or out-patient hospital 
notes, charts, documents, all personal notes and all billing records. 


4. Specific purpose for the use and/or disclosure of the protected health 
information: At my request in connection with litigation pending in the County District 
Court, 


S; I understand this authorization will expire. without my express revocation, 
one year from the date of signing, or if 1 am a minor, on the date I become an adult 
according to state law. I understand that I may revoke this authorization in writing at any 
time except to the extent that action has been taken based on this authorization. I 
understand that revocation will not apply to information that has already been released as 
specified by this authorization or to my insurance company when the law provides my 
insurer with the right to contest a claim under my policy or the policy itself. 


6. I understand that the medical information released by this authorization 
may include information concerning treatment of physical and mental illness, 
alcohol/drug abuse and past medical history. 
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Sigrid S. McCawley, Esq. 
Email: smccawley@bsfllp.com 


April 5, 2016 





Re: Virginia Giuffre/Virginia Roberts 
Dear Dr. Harris: 


This Firm represents the above-named individual. Please provide us with all medical 
records, including, but limited to, progress notes, reports of tests and test results, billing 
information, and patient files pertaining to our client. Please make sure to include records detailing 
our client's current medication/prescriptions, 


Please advise me if there are any fees for copying her records. In addition, it is necessary 
that we receive records and reports as soon as possible. 


Enclosed is an authorization form executed by our client authorizing you to release this 
information to this Firm. Please forward all documents to me in the enclosed FedEx return 
envelope provided for your convenience. 

We appreciate your cooperation in this matter. If you have any questions, please contact me 
at 954-356-0011. 


Sincerely, 





igrid S. McCawley 


SSM/dk 


Enclosures 


WWW.BSFLLP.COM 
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Authorization to Disclose Protected Health Information 


Name: Virginia Roberts, Virginia Giuffre E 


Address: 
Date of Birth: 
Soc, Sec. # 








I hereby authorize the use and/or disclosure of my protected health information as 
described in this authorization. 


I. Specific person/organization (or class of persons) authorized to provide the 
information: 
2 Specific person/organization (or class of persons) authorized to receive and 


use thc information: 


Sigrid S. McCawley, Esq. 
Boies, Schiller & Flexner LLP 
401 E, Las Olas Blvd., Suite 1200, Ft. Lauderdale. FL 33301 


3! Specific description of the information: Complete medical record from 
inception of treatment to present, including, but not limited to, all ef my office medical 
records, hospital medical records, patient information sheets, questionnaires, x-rays, other 
diagnostic studies and laboratory tests, emergency room records, out-patient records, 
consultation records, therapy records, and all other in-patient or out-patient hospital 
notes, charts, documents, all personal notes and all billing records. 


4, Specific purpose for the use and/or disclosure of the protected health 
information: At my request in connection with litigation pending in the County District 
Court. 


5. I understand this authorization will expire, without my express revocation, 
one year from the date of signing, or if I am a minor, on the date I become an adult 
according to state law. I understand that I may revoke this authorization in writing al any 
time except to the extent that action has been taken based on this authorization. I 
understand that revocation will not apply to information that has already been released as 
specified by this authorization or to my insurance company when the law provides my 
insurer with the right to contest a claim under my policy or the policy itself. 


6. I understand that the medical information released by this authorization 
may include information concerning treatment of physical and mental illness, 
alcohol/drug abuse and past medical history. 
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Sigrid S. McCawley, Esq. 
Email: smecawley@bsfllp,com 


April 5, 2016 


Dr. Sellathurai 





Re: Virginia Giuffre/Virginia Roberts 
Dear Dr. Sellathurai: 


This Firm represents the above-named individual. Please provide us with all medical 
records, including, but limited to, progress notes, reports of tests and test results, billing 
information, and patient files pertaining to our client. Please make sure to include records detailing 
our client's current medication/prescriptions. 


Please advise me if there are any fees for copying her records. In addition, it is necessary 
that we receive records and reports as soon as possible. 


Enclosed is an authorization form executed by our client authorizing you to release this 
information to this Firm. Please forward all documents to me in the enclosed FedEx return 
envelope provided for your convenience. 


We appreciate your cooperation in this matter. If you have any questions, please contact me 
at 954-356-0011. 


Sincerely, 





SSM/dk 
Enclosures 


WWW.BSFLLP.COM 
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Authorization to Disclose Protected Health Information 





Name: Virginia Roberts, Virginia Giuffre 

Address: E _ a ee 

Date of Birth: ae a 
Soc. Sec. # 





l hereby authorize the use and/or disclosure of my protected health information as 
described in this authorization. 


J Specific person/organization (or class of persons) authorized to provide the 
information: 
2: Specific person/organization (or class of persons) authorized to receive and 


use the information: 


Sigrid S. McCawley, Esq. 
Boies, Schiller & Flexner LLP 
401 E., Las Olas Blvd., Suite 1200, Ft. Lauderdale, FL 33301 


3 Specific description of the information: Complete medical record from 
inception of treatment to present, including, but not limited to, all of my office medical 
records, hospital medical records, patient information shects, questionnaires, x-rays, other 
diagnostic studies and laboratory tests, emergency room records, out-patient records, 
consultation records, therapy records, and all other in-patient or out-patient hospital 
notes, charts, documents, all personal notes and all billing records. 


4. Specific purpose for the use and/or disclosure of the protected health 
information: At my request in connection with litigation pending in the County District 
Court. 


a I understand this authorization will expire, without my express revocation, 
one year from the date of signing, or if I am a minor, on the date I become an adult 
according to state law. I understand that I may revoke this authorization in writing at any 
time except to the extent that action has been taken based on this authorization. I 
understand that revocation will not apply to information that has already been released as 
specified by this authorization or to my insurance company when the law provides my 
insurer with the right to contest a claim under my policy or the policy itself. 


6. I understand that the medical information released by this authorization 
may include information concerning treatment of physical and mental illness, 
alcohol/drug abuse and past medical history. 


Case 1:15-cv-07433-LAP Document 1198-9 Filed 01/27/21 Page 17 of 32 


T: T understand that atter thia informanen is disriosad, federal kaw mitt rot 
potegli atid the recipient might disclose it 


8 Tanderanind that Dam entitled te receive a cooy of this aathoreston 

9, Dunderstand that tomas retuse to sign tiis zuthonzetion and that my refusal 
to xen will not arfecl thy ubilitry te atta treatvent fore the olvtee-rtined medical 
prowider. 


10, Photecopies af hey cutionizsion sre w be sveg the same ellevi as tke 


orginal. 
i E s. PX 
{ wf i D eanes , i 
$ ; re ` Wi £ $ OO] 
x tA. to stein et. pensar n ea mf Jit +i 
1y 7 D 


Case 1:15-cv-07433-LAP Document 1198-9 Filed 01/27/21 Page 18 of 32 





B One Ss; se thieteR & FLESENER Lie 





401 EAST LAS OLAS BOULEVARD « SUITE 1200* FORT LAUDERDALE, FL 33301-22II* PH. 954.356.001 FAX 954.356.0022 


Sigrid S. McCawley, Esq. 
Email: smecawley@bsfllp.com 


April 5, 2016 


Dr. Wah Wah 





Re: ‘Virginia Giuffre/Virginia Roberts 
Dear Dr. Wah Wah: 


This Firm represents the above-named individual. Please provide us with all medical 
records, including, but limited to, progress notes, reports of tests and test results, billing 
information, and patient files pertaining to our client. Please make sure to include records detailing 
our client's current medication/prescriptions. 


Please advise me if there are any fees for copying her records. In addition, it is necessary 
that we receive records and reports as soon as possible. 


Enclosed is an authorization form executed by our client authorizing you to release this 
information to this Firm. Please forward all documents to me in the enclosed FedEx return 
envelope provided for your convenience. 

We appreciate your cooperation in this matter. If you have any questions, please contact me 
at 954-356-0011. 


Sincerely, 


Sigrid S. Mc@awley 
SSM/dk 


Enclosures 


WWW.BSFLLP.COM 
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Authorization to Disclose Protected Health Information 











Name: Virginia Roberts, Virginia Giuffre 

Address: as ; m 
Date of Birth 

Soc, Sec. # ae 





I hereby authorize the use and/or disclosure of my protected health information as 
described in this authorization. 


la Specific person/organization (or class of persons) authorized to provide the 
information: 
2. Specific person/organization (or class of persons) authorized to receive and 


use the information: 


Sigrid S$. McCawley, Esq. 
Boies, Schiller & Flexner LLP 
401 E. Las Olas Blvd., Suite 1200, Fi. Lauderdale. FL 33301 


3. Specific description of the information: Complete medical record from 
inception of treatment to present, including, but not limited to, all of my office medical 
records, hospital medical records, patient information shects, questionnaires, x-rays, other 
diagnostic studies and laboratory tests, emergency room records, out-patient records, 
consultation records, therapy records, and all other in-patient or out-patient hospital 
notes, charts, documents, all personal notes and all billing records. 


4. Specific purpose for the use and/or disclosure of the protected health 
information: At my request in connection with litigation pending in the County District 


Court. 


S: 1 understand this authorization will expire, without my express revocation, 
one year from the date of signing, or if 1 am a minor. on the date I become an adult 
according to state law. I understand that I may revoke this authorization in writing at any 
time except to the extent that action has been taken based on this authorization. I 
understand that revocation will not apply to information that has already been released as 
specified by this authorization or to my insurance company when the law provides my 
insurer with the right to contest a claim under my policy or the policy itself. 


6. I understand that the medical information released by this authorization 
may include information concerning treatment of physical and mental illness, 
alcohol/drug abuse and past medical history. 
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Sigrid S. McCawley, Esq. 
Email: smccawley@bsfllp.com 


April 5, 2016 


N Oaks Medical Center 


Attn: Records Dept. 

Re: Virginia Giuffre 
Dear Sir/Madam: 

This Firm represents the above-named individual. Please provide us with all medical 
records, including, but limited to, progress notes, reports of tests and test results, billing 
information, and patient files pertaining to our client. Please make sure to include records detailing 


our client's current medication/prescriptions. 


Please advise me if there are any fees for copying her records. In addition, it is necessary 
that we receive records and reports as soon as possible. 


Enclosed is an authorization form executed by our client authorizing you to release this 
information to this Firm. Please forward all documents to me in the enclosed FedEx return 
envelope provided for your convenience. 

We appreciate your cooperation in this matter. If you have any questions, please contact me 
at 954-356-0011. 


Sincerely, 


Sigrid 8. Mc@awley 


SSM/dk 
Enclosures 


WWW.BSFLLP.COM 
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Authorization to Disclose Protected Health Information 








Name: Virginia Roberts, Virginia Giuffre 

Address: ae a ee 
Date of Birth: — 

Soc. Sec. # 





I hereby authorize the use and/or disclosure of my protected health information as 
described in this authorization. 


l. Specific person/organization (or class of persons) authorized to provide the 
information: 
2. Specific person/organization (or class of persons) authorized to receive and 


use the information: 


Sigrid S. McCawley, Esq. 
Boies, Schiller & Flexner LLP 
491 E. Las Olas Blvd., Suite 1200, Ft. Lauderdale, FL 33301 


3: Specific description of the information: Complete medical record from 
inception of treatment to present, including, but not limited to, all of my office medical 
records, hospital medical records, patient information sheets, questionnaires, x-rays, other 
diagnostic studies and laboratory tests, emergency room records, out-patient records, 
consultation records, therapy records, and all other in-patient or out-patient hospital 
notes, charts, documents, all personal notes and all billing records. 


4, Specific purpose for the use and/or disclosure of the protected health 
information: At my request in connection with litigation pending in the County District 
Court. 


S; I understand this authorization will expire, without my express revocation, 
one year from the date of signing, or if I am a minor, on the date T become an adult 
according to state law. I understand that [ may revoke this authorization in writing at any 
lime except to the extent that action has been taken based on this authorization. I 
understand that revocation will not apply to information that has already becn released as 
specified by this authorization or to my insurance company when the law provides my 
insurer with the right to contest a claim under my policy or the policy itself. 


6. I understand that the medical information released by this authorization 
may include information concerning treatment of physical and mental illness, 
alcohol/drug abuse and past medical history. 
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T. Tunderstand that after this information iy disclosed, federal Law might not 
protse n and tae recuprent misht dsclose it 


8. Taonderstnd that Lam entitled to reveive s coy of this anborzstion. 


9, i understand ihat I nay retuse to sien this euthonzetion and that my refusel 
je agin will not affecting ability to obtain teanvent Gor thie aboveavungd medieg 
provider. 


WO Pheoeopier Af ioy authorization are to be sven the same effect asthe 
original. A^ 
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` vF f Daet © s 

4 Leh a = T r g : “A i i 
a i Marsan St ple 

k S Date l 


-e 


Case 1:15-cv-07433-LAP Document 1198-9 Filed 01/27/21 Page 24 of 32 


BO l|E 5, SC ALCL eR € hLEXNER CEP 





401 EAST LAS OLAS BOULEVARD ® SUITE 1200* FORT LAUDERDALE, FL 33301 -2211°Ħ PH. 954.356.0011 ° FAX 954.356.0022 


Sigrid S. McCawley, Esq. 
Email: smccawley@bsfllp.com 


April 28, 2016 


Dr Carol Hayek M.D 


Re: Virginia Roberts Giuffre 
Dear Dr. Hayek: 


This Firm represents the above-named individual. Please provide us with all medical 
records, including, but limited to, progress notes, reports of tests and test results, billing 
information, and patient files pertaining to Virginia Roberts Giuffre. Please make sure to include 
records detailing our client's current medication/prescriptions. 


Please advise me if there are any fees for copying her records. In addition, it is necessary 
that we receive records and reports as soon as possible. 


Enclosed is an authorization form executed by our client authorizing you to release this 
information to this Firm. Please forward all documents to my attention at Boies, Schiller & Flexner 
LLP, 401 East Las Olas Boulevard, Suite 1200, Fort Lauderdale, FL 33301. 


We appreciate your cooperation in this matter. If you have any questions, please contact me 
at 954-356-0011. 


Sincerely, A 





Sigrid S. McCawley 
SSM/ep 
Enclosure 


WWW.BSFLLP.COM 
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Authorization to Disclose Protected Health Information 


Name: Virginia Giuffre 
Address: 
Date of Birth: 
Soc. Sec. # 





I hereby authorize the use and/or disclosure of my protected health information as 
described in this authorization. 


1. Specific person/organization (or class of persons) authorized to provide the 
information: 


Dr. Carol Hayek 


2: Specific person/organization (or class of persons) authorized to receive 
and use the information: 


Sigrid McCawley 

Boies, Schiller & Flexner LLP 

401 East Las Olas Blvd., Suite 1200 
Fort Lauderdale, FL 33301 


3- Specific description of the information: Medical records from 1999 to the 
present, including, but not limited to, all of my office medical records, hospital medical 
records, patient information sheets, questionnaires, x-rays, other diagnostic studies and 
laboratory tests, emergency room records, out-patient records, consultation records, 
therapy records, and all other in-patient or out-patient hospital notes, charts, documents, 
all personal notes and all billing records. 


4. Specific purpose for the use and/or disclosure of the protected health 
information: At my request in connection with litigation pending in the County District 
Court. 


5. I understand this authorization will expire, without my express revocation, 
one year from the date of signing, or if J am a minor, on the date I become an adult 
according to state law. I understand that I may revoke this authorization in writing at any 
time except to the extent that action has been taken based on this authorization. I 
understand that revocation will not apply to information that has already been released as 
specified by this authorization or to my insurance company when the law provides my 
insurer with the right to contest a claim under my policy or the policy itself. 
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6. I understand that the medical information released by this authorization 
may include information concerning treatment of physical and mental illness, 
alcohol/drug abuse and past medica! history. 


7. I understand that after this information is disclosed, federal law might 
not protect it and the recipient might disclose it. 


8. I understand that I am entitled to receive a copy of this authorization. 


9. I understand that I may refuse to sign this authorization and that my 
refusal to sign will not affect my ability to obtain treatment from the above-named 
medical provider. 


10, Photocopies of this authorization are to be given the same effect as the 
original, 






Signature 
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40! EAST LAS OLAS BOULEVARD * SUITE |200* FORT LAUDERDALE, FL 33301-2211Ħ° PH. 954.356.0011 Ħ* FAX 954.356.0022 


Sigrid S. McCawley, Esq. 
Email: smecawley@bsfllp.com 


May 4, 2016 


Via Federal Express 





Re: Virginia Roberts Giuffre 
Dear Ms. Lightfoot: 


This Firm represents the above-named individual. It is my understanding that you are a 
psychologist that has counselled my client, Virginia Giuffre via telephone. Please provide us with 
all treating records, including, but limited to, progress notes, reports of tests and test results, billing 
information, and patient files pertaining to Virginia Roberts Giuffre. 


Please advise me if there are any fees for copying her records. In addition, it is necessary 
that we receive records and reports as soon as possible. 


Enclosed is an authorization form executed by our client authorizing you to release this 
information to this Firm. Please forward all documents to my attention at Boies, Schiller & Flexner 
LLP, 401 East Las Olas Boulevard, Suite 1200, Fort Lauderdale, FL 33301. 

We appreciate your cooperation in this matter. If you have any questions, please contact me 


at 954-356-0011. 


Sincerely, 





Sigrid S. McCawley 


SSM/ep 
Enclosure 


WWW.BSFLLP.COM 
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Authorization to Disclose Protected Health Information 
Name: Virginia Giuffre 
Address: 
Date of Birth: 
Soc. Sec. # 





I hereby authorize the use and/or disclosure of my protected health information as 
described in this authorization. 


I; Specific person/organization (or class of persons) authorized to provide the 
information: 


Judith Lightfoot 


pA Specific person/organization (or class of persons) authorized to receive 
and use the information: 


Sigrid McCawley 

Boies, Schiller & Flexner LLP 

401 East Las Olas Blvd., Suite 1200 
Fort Lauderdale, FL 33301 


3. Specific description of the information: Medical records from 1999 to the 
present, including, but not limited to, all of my office medical records, hospital medical 
records, patient information sheets, questionnaires, x-rays, other diagnostic studies and 
laboratory tests, emergency room records, out-patient records, consultation records, 
therapy records, and all other in-patient or out-patient hospital notes, charts, documents, 
all personal notes and all billing records. 


4, Specific purpose for the use and/or disclosure of the protected health 
information: At my request in connection with litigation pending in the County District 
Court. 


5. I understand this authorization will expire, without my express revocation, 
one year from the date of signing, or if I am a minor, on the date I become an adult 
according to state law. I understand that I may revoke this authorization in writing at any 
time except to the extent that action has been taken based on this authorization. I 
understand that revocation will not apply to information that has already been released as 
specified by this authorization or to my insurance company when the law provides my 
insurer with the right to contest a claim under my policy or the policy itself. 
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6, I understand that the medical information released by this authorization 
may include information concerning treatment of physical and mental illness, 
alcohol/drug abuse and past medical history. 


7. I understand that after this information is disclosed, federal law might 
not protect it and the recipient might disclose it. 


8. I understand that I am entitled to receive a copy of this authorization. 


9, I understand that [ may refuse to sign this authorization and that my 
refusal to sign will not affect my ability to obtain treatment from the above-named 
medical provider. 


10. /\Photocopies of this authorization are to be given the same effect as the 
ef FngereP ae) 


original. | | n fa 
H 5/2 
Signature ~ Date 


j 
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Fax: (954) 356-0022 






ew Jersey m Nevada 





FACSIMILE COVER SHEET 


TO: Centura Health Medical Records FAX: 719-285-2030 


St. Thomas More Hospital TELEPHONE: 719-285-2000 
Canon City, CO 


a re ee 


FROM: Meredith Schultz 


DATE: May 23, 2016 


Total Number of Pages: 
(INCLUDING THIS COVER SHEET): 2 


RE: Patient Authorization to Disclose Protected Health Information 


MESSAGE: Please see attached Patient Authorization to Disclose Protected Health 


Information, Per the attached form, please fax all records to 954-356-0022 to 
the attention of Meredith Schultz. 
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FACSIMILE COVER SHEET 


TO: Centura Health Medical Records FAX: 719-285-2030 
St. Thomas More Hospital TELEPHONE: 719-285-2000 
Canon City, CO 


FROM: Meredith Schultz 


DATE: May 23, 2016 
Total Number of Pages: 
(INCLUDING THIS COVER SHEET): 2 


RE: Patient Authorization to Disclose Protected Health Information 


MESSAGE: Please see attached Patient Authorization to Disclose Protected Health 
Information. Per the attached form, please fax all records to 954-356-0022 to 
the attention of Meredith Schultz. 


THE ATTORNEY-CLIENT AND/OR ATTORNEY WORK-PRODUCT PRIVILEGES 


This facsimile transmission is intended solely for the above-named recipient and may contain 
confidential information which is exempt from disclosure and protected by the attorney-client 
and/or attorney work-product privileges. Any unauthorized use or disclosure is strictly 
prohibited and may result in civil and/or criminal liability. If any of the information contained 
in this transmission is misdirected to you, please call (954) 356-0011 collect and mail such 
information back to us. Thank you. 
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